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Case Report
Outpatient Endoscopic Removal of Gutta-Percha From 
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A Rare Entity
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Abstract
Any foreign body in the paranasal sinuses can cause chronic complications. It is therefore important to 
remove these foreign bodies meticulously. Various approaches are available to accomplish this. This 
article is a case report of a patient who had gutta-percha as a foreign body in left maxillary sinus, after 
a gutta-percha point had been used to trace a sinus to confirm that it was an oroantral fistula. Traditional 
surgical approaches to the maxillary sinus require invasive techniques, such as radical antrostomy and 
the Caldwell–Luc approach. These may result in further complications and morbidity. The gutta-percha 
point in this case report was removed endoscopically in an otolaryngology clinic with local anaesthesia 
using a sublabial antroscopy. There is only one case reported in the dental literature regarding the 
endoscopically-assisted technique for removal of displaced gutta-percha using the sublabial antros-
copy approach (Yura S, Ohga N, Ooi K, Izumiyama Y. Procedure of endoscopic removal of a gutta-percha 
point in maxillary sinus mucosa by ultrathin arthroscope. Oral Surg Oral Med Oral Pathol Oral Radiol 
Endod 2004;104:e58–60). [Singapore Dent J 2010;31(1):20–25]
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Introduction
One of the common complications of retained 
foreign bodies in the paranasal sinuses is chronic 
maxillary sinusitis. One study found that this con-
dition is present in 14–24% of the cases.9 Other 
sources of chronic sinusitis include chronic rhi-
nosinusitis resistant to medical therapy, previous 
history of odontogenic infections, namely endo-
dontic and periodontal surgeries and dental ab-
scesses.1 Odontogenic infections on the other 
hand has been reported to be the responsible 
cause in 10–12% of cases of maxillary sinusitis.1 
It is usually due to the disruption of Schneidarian 
membrane by an infected tooth, trauma and den-
tal implants.1 Another chronic sinusitis source has 
been related to the appearance of fungal elements 
within the paranasal sinuses. These sources of 
infection should be considered in the differential 
diagnosis when attending to a patient who presents 
with symptoms of chronic unilateral maxillary si-
nusitis. The organisms commonly isolated from 
patients of sinusitis with an odontogenic cause 
(SOC) differ from those without SOC. The bacteria 
isolated from patients of SOC are a combination of 
aerobes and anaerobes, although there is a pre-
dominance of anaerobes. In a review of 28 pa-
tients, Brook et al1 found a significant presence of 
anaerobes isolated from SOC regardless of its 
acute or chronic onset. Although there were many 
studies that had proven the presence of anaerobes, 
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Ramadan8 in 1995 proved this differently: in this 
particular study, Staphylococcus species were the 
major aerobes found. Bacteria commonly isolated 
from sinusitis without an odontogenic cause in-
clude Streptococcus pneumoniae, Hae mophilus 
influenzae and Moraxella catarrhalis, but these 
are absent in SOC regardless of the onset.1 The 
predominant anaerobes in SOC are anaerobic 
streptococci, Gram-negative bacilli and Entero-
bacteriaceae. In a study of 76 patients, it was re-
ported that anaerobes and aerobes were isolated 
in 7.6% and 76.3% of cases respectively.9 The fa-
vourable conditions of poor oxygen tension and a 
lowered pH on the inflammed sinus mucosa are 
the pathophysiological factors behind the en-
hanced growth of these anaerobes.1 Long-standing 
retained foreign bodies in the paranasal sinuses 
have resulted in complications, such as chronic 
sinusitis, cutaneous fistula, rhinolith formation, 
lead poisoning (when the foreign body is of the 
element lead), meningitis and chronic pain.5 Var-
ious surgical techniques can be performed to re-
move the odontogenic aetiology of inflammation 
and infection such as direct curettage of the an-
trum through an existing fistula or an enlarged 
buccal window.3 On the other hand, involvement 
of other sites of paranasal sinuses namely ethmoid 
and sphenoidal sinus may require different ap-
proaches. A report in the literature shows that 
foreign bodies lodged in different parts of the 
paranasal sinuses such as those due to airgun 
projectiles were removed successfully using the 
Caldwell–Luc and external ethmoidectomy ap-
proaches.5 A foreign body lodged in the frontal si-
nus region however posts a greater challenge. The 
choice of the surgical method, whether an endo-
scopic or an external approach with trephination 
was to be performed, is dependent on the location 
where the foreign body is impacting.5 The purpose 
of this article is to highlight the advantages of the 
minimally invasive endoscopic sublabial antros-
copy approach, performed under local anaesthe-
sia, compared to the traditional and more invasive 
technique using the Caldwell–Luc approach, which 
is performed under general anaesthesia.
Case Report
A 54-year-old male presented to the otorhi-
nolaryngology clinic complaining of fullness of his 
left maxillary region of about 2-week duration. 
He gave a history of a long persistent periapical 
abscess with chronic unilateral maxillary sinusitis. 
He was otherwise healthy with no known medi-
cal history. He also gave a history of an extraction 
of his second upper molar tooth about 2 months 
before. The diagnosis of an oroantral fistula was 
confirmed by the attending dentist with the use 
of a gutta-percha point* to trace the sinus during 
radiography. Unfortunately, the gutta-percha ac-
cidentally got pushed into the left maxillary sinus 
during the procedure. An orthopantomogram and 
a plain Waters’ (occipito-mental) view radiograph 
of his left maxillary sinus were suggested (Figure 1). 
A displaced gutta-percha point was identified 
and lodged in the antero-lateral part of the left 
maxillary sinus antrum. The patient was referred 
to an otorhinolaryngologist for an endoscopic 
assessment. Endoscopic transantral removal of 
the gutta-percha was scheduled under local an-
aesthesia in the clinic setting. Three vials of 2% 
Mepivacaine with adrenaline (44 mg and 22 μg, 
Scandonest, Septodent) were given, and a sub-
labial antroscopy was performed by a 1.5-cm sub-
labial incision in the canine fossa. A 5-mm diameter 
trochar (Karl Storz) was positioned superior and 
lateral to the root of the left maxillary canine and 
then gently rotated for penetrating into the max-
illary sinus cavity. Rigid endoscopes (Karl Storz) 
4 mm in diameter with optical viewing angles of 0°, 
30° and 70° were utilized to visualize the maxillary 
sinus antrum. The displaced gutta-percha point 
was seen in the left maxillary sinus near the oro-
antral fistula (Figure 2), at the antero-lateral part 
of the antrum. It was then grasped with a straight 
Weil–Blakesley forceps (Figure 3) and withdrawn 
through the sublabial antroscopy (Figure 4). The 
dimensions of the gutta-percha were 1 mm width 
by 3.8 mm in length as seen in the radiograph. 
Sub sequently, an advanced buccal flap was cre-
ated to close the buccal antroscopy opening. With 
the aid of the angled endoscope (30° and 70°), a 
thorough inspection of the entire maxillary antrum 
was performed to look for the possibility of rem-
nants of the gutta-percha. There were no residual 
foreign body or gross oedema noted. Vicryl 3/0 
(Ethicon, Johnson and Johnson, Belgium) inter-
rupted sutures were then applied to secure the 
buccal flap. The patient was prescribed Amoxycilin 
*The gutta-percha used was within its expiry period.
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Figure 1. A displaced gutta percha in the left max-
illary sinus on an orthopantomogram.
Figure 2. A 30 degrees endoscopic view showing 
the displaced gutta percha encroaching the oro-
antral fistula.
Figure 3. A 70 degrees endoscopic view showing 
the displaced gutta percha being gently grasped 
with a straight Blakesley forceps.
Figure 4. A zero degree endoscopic view of the re-
moved gutta percha from the left maxillary sinus.
Figure 5. Water's view showing a displaced gutta percha in the left maxillary sinus.
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and Clavulanate Potassium (Augmentin, Glaxo 
Smith Kline) tablets 625 mg twice daily, Celecoxib 
(Celebrex, Pfizer) tablets 200 mg daily and Chlo-
rhexidine mouthwash 0.2% (Steriline, Malaysia) 
thrice daily for ten days. Postoperative recovery 
was unremarkable. At the 2-week follow-up, no 
evidence of oedema or exudation was detected 
endoscopically, nor were there any signs or symp-
toms suggestive of foreign body remaining in the 
sinus cavity. The buccal advancement flap clo-
sure healed well. Patient was well with no com-
plaints upon review 9 months after surgery.
Discussion
Recent literature review has revealed that chronic 
rhinosinusitis affects 31 million Americans annu-
ally and has a significant impact on the quality of 
life. Based on the current American Academy of 
Otorhinolaryngology, Head and Neck Surgery 
Guidelines, this condition is defined as a group 
of disorders characterized by the inflammation of 
the mucosa of the nose and paranasal sinuses of at 
least 12 consecutive weeks.7 The clinical features 
of chronic rhinosinusitis comprise of cardinal 
symptoms: mucopurulent discharge, nasal ob-
struction, facial pain, hyposmia with clinical find-
ings of purulent mucopus, polypoidal changes and 
mucosal abnormalities of middle meatus. Studies 
have also shown strong association of asthma in 
25–50% of patients with chronic sinusitis.7
The causes of odontogenic pain can be due to 
an exposed dental pulp, a preexisting dental in-
fection extending into the bone around the apex of 
a tooth root or periodontal disease. In the cases 
of odontogenic infections and foreign bodies lead-
ing to sinusitis, patients may present with dental 
pain, headache and anterior maxillary tenderness, 
the symptoms typical of sinusitis. To differentiate 
the sinusitis with or without odontogenic causes, 
a good history, thorough clinical examination 
which includes both anterior rhinoscopy and nasal 
endoscopy supplemented with radiographical 
imaging are required. Preexisting oroantral com-
munication, history of past sinusitis disease, 
allergic rhinitis and also history of foreign body 
being displaced into the sinus cavity should alert 
the clinician of the possibility of sinusitis with an 
odontogenic cause. Swelling and erythema of buc-
cal soft tissue and vestibule should also prompt 
the attending clinician of an odontogenic source of 
infection. The various contributing factors to rhi-
nosinusitis are listed in Table 1. Foreign bodies 
dislodged in the paranasal sinus acts as irritants, 
which leads to subsequent inflammation of the 
mucosa of the sinus and chronic sinusitis.
Panoramic radiographs can be used to look for 
the presence of pneumatization, pseudocyst, 
identification of displaced roots and foreign-body 
localization. Computerized tomography is the gold 
standard for clinical imaging, especially in pinpoint-
ing the exact location of foreign bodies; with care-
ful examination of bone and soft tissues, it can be 
obtained in thin slices and multiple views including 
axial and coronal cuts.
The treatment for chronic rhinosinusitis can be 
divided into medical and surgical. Medical treat-
ment includes prescribing antibiotics, topical and 
systemic decongestants and control of allergies. 
Refractory cases that failed medical therapy are 
subjected to endoscopic sinus surgery. For foreign-
body-related sinusitis and odontogenic sinusitis, 
the mainstay of treatment is eradication of the 
sources of infection, such as removal of a persist-
ent oroantral fistula, controlling periodontal dis-
ease, treating periapical disease and removal of 
the displaced foreign bodies like the gutta-percha 
highlighted in this case report together with pre-
scribing a 3–4-week course of antimicrobial ther-
apy. For fungal sinusitis, the treatment is more 
tedious. Frequent surgical debridement supple-
mented with long-term systemic and topical an-
tifungal treatment is recommended.
All foreign bodies in the paranasal sinuses 
should be meticulously removed as they can cause 
interruption in the mucociliary clearance resulting 
in chronic sinus infection.4 Conservative manage-
ment of SOC may inadvertently lead to sequelae 
such as chronic sinusitis, fistula or rhinolith for-
mation and fungal infection, which can remotely 
become cancerous.3,5 Upon review of the litera-
ture, we could identify only one case report of en-
doscopic removal of gutta-percha from the maxillary 
sinus through the buccal window.2 Different ma-
terials can be used to trace the sinus tract such 
as gutta-percha, silver point and lacrimal probe. 
Probing with a gutta-percha point is a common 
method in identifying oroantral fistulas as re-
ported here. The accidental displacement of a 
gutta-percha point into the maxillary sinus is one of 
the complications encountered during the clinical 
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practice.2 In Japan, Shinya et al reported a similar 
technique using the ultrathin arthroscope.2 This 
case report highlights the endoscopic transantral 
technique using a sublabial antroscopy, which is 
a safe and minimally invasive method that pre-
serves the integrity of the sinus lining. Further-
more, it allows better visualization of the sinus 
cavity.5 Another advantage of this technique is 
that it can be performed under local anaesthesia 
in an office setting with minimal bone removal in 
comparison to those classically performed under 
general anaesthesia, as various medical conditions 
might render patients unsuitable to undergo gen-
eral anaesthesia not to mention the attending 
risks accompanying such a procedure. Use of lo-
cal anaesthesia will not only reduce the postsur-
gical morbidity of the patient, but also allows the 
patient to be discharged on day the procedure is 
performed.
Previously, the classical approach was open 
surgical techniques through the canine fossa 
(Caldwell–Luc approach) and was a general agreed 
method for the removal of foreign bodies in the 
maxillary sinus.3,5 The disadvantages of this tech-
nique are unnecessary removal of sinus mucosa, 
radical bone removal, greater blood loss, longer 
operating time and hospitalization with more post-
operative pain as compared to the endoscopic 
sublabial antroscopy.3 For management of SOC 
with presence of oroantral fistula, some centres 
perform an external approach: Caldwell–Luc with 
exploration of the affected sinus with simultane-
ous closure of the oroantral fistula. An approach 
for removal of a dental implant displaced into 
the maxillary sinus was reported by Jeong et al.4 
The implant was removed using the transnasal 
endoscopic removal method using a middle 
meatal antrostomy that is part of the anterior 
functional endoscopic sinus surgery (FESS) pro-
cedure whereby the natural maxillary ostium is 
widened for better mucociliary clearance. FESS is 
a safe, effective and physiological method in terms 
Table 1. Factors contributing to chronic rhinosinusitis*
Extrinsic causes
1. Infectious (viral, bacterial, fungal and parasitic)
2.  Non-infectious/inflammation
 a.  Allergic – IgE mediated
 b. Non-IgE-mediated hypersensitivities
 c. Pharmacological
 d. Irritants
3. Disruption of normal ventilation or mucociliary drainage
 a. Surgery
 b. Infection
 c. Trauma
Intrinsic causes
1. Genetic
 a. Mucociliary abnormality (e.g. cystic fibrosis and primary ciliary dyskinaesia)
 b. Structural
 c. Immunodeficiency
2. Acquired
 a. Aspirin hypersensitivity associated with asthma and nasal polyps
 b. Autonomic dysregulation
 c. Hormonal (e.g. rhinitis in pregnancy and hypothyroidism)
 d. Structural (e.g. neoplasms, retention cysts and antrochoanal polyp)
 e.  Autoimmune or idiopathic (e.g. sarcoidosis, Wegener’s granulomatosis, pemphigoid 
  and systemic lupus erythematosus, SLE)
*ANOVA; OSF = oral submucous fibrosis; f = 18.39; p = 0.001 (HS); h2 = 0.12.
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of restoring the ostium patency and natural sinus 
clearance, and the technique can be used to re-
trieve foreign bodies, if it were to be lodged more 
medially and in close proximity to the maxillary 
ostium. The sublabial antroscopy was planned 
based on the position of the gutta-percha being 
in the non-dependent antero-lateral part of the 
maxillary antrum. Al though reports have stated 
that there are certain limitations in the viewing 
angle of endoscopes,4 we did not encounter this 
problem, as endoscopes of various viewing angles 
were available (30°, wide 45° and 70° angles). The 
limitation of this technique arises when there is 
gross oedema within the sinus cavity where the 
swelling hampers the view in some cases. How-
ever, the presence of oedema does not render 
endoscopes entirely useless, as adequate antibi-
otics and steroids can be administered preopera-
tively to reduce the swelling prior to the endoscopic 
procedure.
Conclusion
Sinusitis of odontogenic cause differs in patho-
physiology, microbiology and management from 
sinusitis of other causes. An effort should be made 
to identify the source of persistent chronic sinusitis 
especially those refractory to optimal medical 
therapy. A foreign body in the maxillary sinus 
should be suspected and looked for, and any den-
tal disease if found should be treated accord-
ingly. Failure to identify a foreign body in the 
sinus may lead to further complications. Although 
historically, the most common approach is none 
other than the traditional Caldwell–Luc procedure, 
the development of sinonasal endoscopy has 
provided us with a much less invasive technique 
for the direct visualization of the internal struc-
ture of the maxillary sinus using a pinhole subla-
bial antroscopy.
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